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FOREWORD 

This  Report  on  Professional  Health  Provider  Participation  is  the  third  in  a  series  on 
various  components  of  the  Early  and  Periodic  Screening,  Diagnosis,  and  Treatment 
program  under  Medicaid  (EPSDT).  Others  previously  issued  relate  to  SCREENING, 
prepared  by  the  American  Academy  of  Pediatrics;  and  DENTAL  CARE,  prepared  by 
the  American  Society  of  Dentistry  for  Children  and  the  American  Academy  of 
Pedodontics.  Those  still  in  process  are  concerned  with  Diagnosis  and  Treatment, 
Developmental  Assessment  and  Treatment,  and  Training  for  Allied  Health  Personnel. 

These  materials  are  only  suggestive;  they  are  neither  regulations  nor  requirements, 
but  they  reflect  the  consensus  of  the  professional  organizations  which  wrote  them. 
Based  on  the  response  to  the  first  two  publications,  I  am  confident  this  Report,  as 
well  as  others  to  follow,  will  be  helpful  to  State  and  local  agencies,  organizations, 
individual  providers,  and  others  involved  in  the  difficult  task  of  implementing  this 
program. 

This  Report  is  based  on  the  involvement  and  participation  of  various  professional 
provider  groups  through  a  collaborative  effort  sponsored  by  the  American  Medical 
Association's  Committee  on  Health  Care  of  the  Poor.  It  details  the  problems  of 
implementation  of  EPSDT  as  identified  by  national  professional  provider  organiza- 
tions in  a  national  symposium,  and  reports  on  the  recommendations  made  by  the 
participants.  It  describes  a  similar  activity  carried  out  at  a  State  level,  under  the 
auspices  of  a  State  Medical  Society;  and  a  demonstration  project  at  a  local  level, 
sponsored  by  a  County  Medical  Society. 

I  wish  to  acknowledge  my  special  appreciation  to  John  H.  Burkhart,  M.D., 
Chairman  of  the  AMA  Committee  on  Health  Care  of  the  Poor,  William  B.  Rawls, 
M.D.,  Chairman  of  the  EPSDT  Task  Force,  and  other  members  of  the  committee- 
Clarence  L.  Huggins,  M.D.,  Drew  M.  Petersen,  M.D.,  Mario  E.  Ramirez,  M.D.,  and 
WUlard  C.  Scrivner,  M.D.;  and  to  Effie  O.  Ellis,  M.D.,  Gary  B.  Schwartz,  and  Janet 
Ohlhausen,  AMA  staff  members,  and  Helen  E.  Martz,  Ph.D.,  MSA/SRS  project 
officer,  for  their  untiring  efforts  in  launching  and  carrying  through  this  many- 
faceted  project. 

I  also  want  to  thank  the  Illinois  State  Medical  Society's  Task  Force  on  EPSDT,  the 
Illinois  Department  of  Health,  the  Will  Grundy  County  Medical  Society,  as  well  as 
the  many  national,  state,  and  local  professional  provider  organizations  and  their 
members  who  participated  so  actively  and  gave  so  generously  of  their  support  and 
professional  expertise  on  behalf  of  this  program. 

Such  collaborative  effort  is  an  important  step  toward  the  continuing  col- 
laboration    so     essential     to     the     successful     implementation     of    the     EPSDT 


IV 


program     which     can     provide     comprehensive     health     care     to     millions     of 
Medicaid-elig-ible  children. 


November  1974 


M.  Keith  Weikel 

Commissioner 

Medical  Services  Administration 
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INTRODUCTION 

The  American  Medical  Association's  Committee  on  Health  Care  of  the  Poor, 
under  the  auspices  of  the  Council  on  Medical  Service,  was  created  to  coordinate  and 
strengthen  the  AMA's  activities  to  improve  health  care  of  the  poor.  This  report  on 
professional  health  provider  participation  in  Early  and  Periodic  Screening,  Diagnosis 
and  Treatment  (EPSDT)  of  children  under  Medicaid  programs  has  been  developed 
by  the  Committee  on  Health  Care  of  the  Poor  and  supported  through  the  Social  and 
Rehabilitation  Service,  Department  of  Health,  Education  and  Welfare,  Contract 
SRS-73-51.  The  report  is  based  on  involvement  and  participation  of  various 
professional  provider  groups  through  a  collaborative  effort  at  the  national,  state  and 
local  level. 

The  AMA's  Committee  on  Health  Care  of  the  Poor  intended  to  stimulate 
activity  and  interest  among  health  care  providers  in  the  EPSDT  program  by  serving 
as  a  source  of  information  and  working  directly  with  a  broad  spectrum  of  health 
care  providers.  The  Committee  has  gained  considerable  experience  and  expertise 
from  actual  involvement  in  the  EPSDT  program  and  by  eliciting  ideas  throughout 
the  nation  for  its  effective  implementation. 

The  Committee  on  Health  Care  of  the  Poor,  as  part  of  its  contractual 
agreement  with  Social  and  Rehabilitation  Service,  conducted  a  three-phase  program: 
a  national  symposium,  a  state-wide  meeting,  and  a  local  demonstration  project. 


NATIONAL  SYMPOSIUM 

The  first  phase  was  to  invite  representatives  of  national  medical  specialties  and 
related  health  provider  organizations  that  were  involved,  or  that  potentially  would 
be  involved,  in  EPSDT  programs  to  participate  in  a  national  symposium  to  explore 
key  issues  involved  in  the  implementation  of  the  EPSDT  program.  The  meeting  was 
held  on  October  26-27,  1973  in  Chicago,  Illinois.  More  than  one  hundred 
participants  attended.  National  organizations  represented  at  this  meeting  included: 
American  Academy  of  Child  Psychiatry,  American  Academy  of  Family  Physicians, 
American  Academy  of  Ophthalmology  and  Otolaryngology,  American  Academy  of 
Pediatrics,  American  Association  of  Maternal  and  Child  Health,  American  Asso- 
ciation of  Ophthalmology,  American  College  of  Obstetricians  and  Gynecologists, 
American  College  of  Physicians,  American  College  of  Preventive  Medicine,  American 
Council  of  Otolaryngology,  American  Dental  Association,  American  Medical 
Association,  American  Medical  Women's  Association,  American  Nursing  Association, 
American  Optometric  Association,  American  School  Health  Association,  American 
Society  of  Dentistry  for  Children,  American  Society  of  Internal  Medicine,  American 
Speech  and  Hearing  Association,  Association  of  American  Medical  Colleges,  National 
Association  of  Social  Workers,  Inc.,  National  Dental  Association,  National  League 


for  Nursing,  National  Medical  Association,  Student  American  Medical  Association, 
Student  National  Medical  Association,  Social  and  Rehabilitation  Service— DHEW, 
Medical  Service  Administration— SRS— DHEW. 

The  purpose  and  scope  of  the  EPSDT  program  were  explored,  role  of  the 
national  provider  organizations  and  constituencies  were  identified,  and  problems  of 
implementation  and  evaluation  were  considered  during  this  symposium.  Primary 
recommendations  of  the  participants  were  as  follows. 

Role  of  National  Organizations 

The  Department  of  Health,  Education  and  Welfare  should  establish  an 
ongoing  program  geared  to  elicit  the  continual  support  of  national  health 
and  welfare  organizations. 

National  health  organizations  should  study  the  EPSDT  legislation  and  its 
goals.  They  should  carefully  consider  what  role  they  individually  have  in 
this  mandated  program  and  should  make  a  public  statement  endorsing  the 
program  with  modifications  if  necessary. 

The  national  organizations  should  encourage  their  state  chapters  to 
carefully  study  the  state  plans  and  publicly  endorse  them  with  qualifi- 
cations if  indicated.  The  state  medical  society  in  many  cases  is  the  most 
persuasive  provider  group  in  a  state,  and  should  be  consulted  and 
encouraged  to  make  public  statements  endorsing  the  concept  of  Early  and 
Periodic  Screening,  Diagnosis  and  Treatment  with  qualifications  if 
necessary. 

The  national  organizations  should  inform  their  membership  about  the 
goals  and  potential  of  the  EPSDT  program  and  encourage  involvement  at 
the  state  and  local  level. 

Role  of  State  and  Local  Organizations 

All  state  and  local  EPSDT  administrators  should  seek  the  full  cooperation 
and  participation  of  health  care  providers  through  their  appropriate 
professional  societies  and  specialty  organizations  in  the  planning,  imple- 
mentation, operation  and  evaluation  of  this  program.  If  the  administrative 
organization  expects  to  have  these  providers'  cooperation  in  the  im- 
plementation of  this  program,  providers  must  not  only  advise  but  be 
actual  members  of  any  planning  group. 

Consumers  must  also  be  involved  at  the  outset  of  any  planning  in  a  state 
or  local  EPSDT  program.  Consumer  cooperation  is  imperative  to  the 
success  of  this  program. 


If  the  state  does  not  approach  the  provider  groups,  then  state  and  local 
medical  societies  and  specialty  organizations  should  actively  seek  involve- 
ment with  EPSDT  agencies  in  their  locales  in  an  effort  to  provide  their 
expertise  and  services  as  needed. 

State  and  local  professional  organizations  should  inform  and  encourage 
their  members  to  participate  in  this  program. 

To  the  extent  that  fiscal  and  other  constraints  at  the  state  level  limit  the 
establishment  of  this  comprehensive  health  care  program  for  children, 
provider  organizations  and  consumer  groups  should  seek  the  involvement 
and  understanding  of  state  legislators  in  order  to  make  them  sufficiently 
responsive  to  the  EPSDT  program. 

Screening  Procedures,  Diagnosis  and  Treatment 

The  participants,  recognizing  the  intent  and  purpose  of  the  national 
symposium,  did  not  feel  that  it  was  within  their  purview  to  develop  a  written 
manual  on  screening  procedures.  To  assist  those  responsible  for  developing  such  a 
manual  the  following  were  recommended: 

EPSDT  should  not  be  considered  a  screening  program  only.  All  children 
who  are  screened  must  be  provided  with  referral,  diagnosis,  treatment  and 
follow-up  if  the  screening  indicates  such. 

Screening  must  include  all  possible  resources.  No  effort  should  be  made  to 
direct  all  screenings  into  one  single  approach.  Private  practitioners,  groups 
and  others  must  be  included,  and  all  existing  health  facilities  and  providers 
must  be  utilized. 

Screening  procedures  should  be  clinically  accurate,  efficient  and  eco- 
nomically feasible.  A  procedural  manual  should  be  established,  constantly 
improved  and  updated. 

The  objectives  for  the  screening  activity  for  a  given  under-21  population 
should  be  carefully  defined. 

There  should  be  funds  provided  for  new  and  innovative  approaches  to 
improve  health  technology  and  priorities  in  screening,  diagnosis  and 
treatment  of  health  problems. 

The  time  immediately  after  birth  is  an  opportunity  for  not  only  screening 
the  baby  but  educating  the  mother  about  the  value  of  continuing 
well-child  care.  Arrangements  for  such  education  and  care  should  be 
initiated  before  the  mother  and  child  leave  the  hospital. 


Treatment  is  essential  to  the  success  of  any  program  of  screening  and 
diagnosis  and  should  be  instituted  at  the  earliest  possible  date  after 
diagnosis. 

Diagnosis  and  treatment  resources  within  a  given  area  must  be  identified 
prior  to  initiating  the  screening  process. 

A  central  health  coordinator  or  administrative  staff  personnel,  responsible 
to  the  state  Medicaid  agency,  is  essential  at  all  local  levels  if  success  of  the 
program  is  to  be  achieved. 

Outreach  and  Follow-Up 

It  was  the  consensus  of  the  participants  that  the  Early  and  Periodic  Screening, 
Diagnosis  and  Treatment  program  would  be  less  than  effective  without  considerable 
emphasis  on  ancillary  outreach  and  follow-up.  Health  outreach  is  defined  in  the 
Council  of  Medical  Service's  "Statement  on  Health  Outreach,"  adopted  by  the  AMA 
House  of  Delegates,  November  1972  (see  Appendix  B).  The  following  were 
recommended: 

Funding  for  health  outreach  workers  should  be  included  in  all  EPSDT 
programs. 

An  examination  of  all  existing  outreach  programs  within  a  locale  should 
be  made  and,  where  possible,  techniques  that  have  already  proven 
effective  should  be  adapted  for  EPSDT  purposes. 

When  possible,  residents  of  a  community  should  be  utilized,  and  their 
services  paid  for  under  the  EPSDT  program.  Supervision  and  coordination 
of  these  health  outreach  workers  should  be  the  responsibility  of  a 
professional  staff  member  of  the  coordinating  agency.  The  selection  of 
outreach  workers  must  be  the  responsibility  of  the  provider  and 
consumer.  The  outreach  worker  does  not  necessarily  have  to  be  a  highly 
trained  individual;  however,  his  training  should  conform  to  the  standards 
necessary  for  the  screening  and  follow-up  process.  The  provider  and 
consumer  should  determine  guidelines  for  training  outreach  workers. 

Health  Education 

It  was  the  consensus  of  the  participants  that  health  education  and  methods  for 
increasing  the  sophistication  of  health  care  users  will  play  a  prominent  role  in  either 
the  success  or  failure  of  an  EPSDT  program.  The  participants  recommended  that: 


Health  education  should  be  an  integral  part  of  the  EPSDT  program  and 
means  for  financing  health  education  services  should  be  incorporated  in 
addition  to  appropriations  for  the  provision  of  health  care  services. 

Educational  materials  should  be  developed  to  appeal  to  those  families 
eligible  for  the  EPSDT  program. 

Radio  and  television  should  be  utilized,  where  feasible,  in  consumer 
education  programs  and  accompanied  by  written  materials  in  the  language 
and  life  style  of  the  prospective  recipients.  The  printed  word  alone  will 
not  be  sufficient;  however,  it  is  extremely  useful  in  supplementing  and 
reinforcing  the  purposes  of  an  education  program. 

Quality  Assurance,  Monitoring  and  Evaluation 

The  aim  of  the  EPSDT  program  and  of  the  providers  for  this  program  should  be 
to  assure  quality  medical  care  to  all  children  being  screened  and  to  incorporate  them 
into  the  mainstream  of  health  care  in  this  country.  The  participants  recommended 
that: 

A  program  for  monitoring  the  screening  process  is  needed  so  that 
follow-up  of  referrals  for  diagnosis  and  treatment  can  be  assured. 

A  type  of  problem-oriented  record  system  that  enables  the  providers  of 
EPSDT  services  to  have  uniform  and  accurate  records  is  essential. 

Evaluation  committees  should  regularly  assess  the  appropriateness  and 
quality  of  services  for  health  education,  outreach,  screening,  diagnosis, 
treatment  and  follow-up.  The  evaluation  committee  should  also  consider 
the  health  effectiveness  of  the  screening  process  in  relation  to  cost  so  that 
programs  can  be  financially  assessed. 

A  locally  established  peer  review  system  should  be  used  to  evaluate  the 
quality  of  care  in  the  EPSDT  program. 

In  summary,  the  participants  believed  that  the  Department  of  Health, 
Education  and  Welfare  should  develop  an  atmosphere  through  which  health,  welfare, 
consumer  and  social  agencies  could  participate  in  the  planning,  implementation  and 
evaluation  of  the  EPSDT  programs.  Common  agreement  was  reached  among  the 
representatives  attending  the  national  symposium  recommending  that  the  national 
organizations  and  their  constituent  members,  if  properly  involved  at  all  levels  of 
implementation,  would  greatly  reduce  the  problems  inherent  in  this  private 
quasi-public  program.  It  was  stressed  that  many  state  health  and  welfare  agencies 
had  not  actively  sought  participation  from  health  provider  and  consumer  organiza- 
ions  in  the  initial  planning  of  the  EPSDT  program. 


STATE  MEETING 

The  second  phase  of  the  EPSDT  contract  involved  an  invitational  statewide 
meeting.  The  purpose  of  this  invitational  meeting  was  to  provide  a  forum  for 
representatives  of  a  state  medical  society  and  specialty  societies,  other  health 
provider  organizations  and  consumer  organizations  to  develop  recommendations  for 
implementing  or  improving  professional  involvement  in  EPSDT.  The  Committee  on 
Health  Care  of  the  Poor,  at  the  invitation  of  the  Illinois  State  Medical  Society, 
selected  and  approved  Illinois  as  the  site  for  the  state  meeting.  An  Illinois  State 
Medical  Society  Task  Force  on  Early  and  Periodic  Screening,  Diagnosis  and 
Treatment  was  established  and  charged  with  assisting  the  Committee  on  Health  Care 
of  the  Poor  with  planning  and  coordinating  an  EPSDT  symposium  in  Illinois.  Several 
preplanning  sessions  were  held  in  concert  with  the  Illinois  State  Medical  Society's 
EPSDT  Task  Force  and  the  Illinois  Department  of  Public  Health,  which  is  the  state 
agency  responsible  for  implementing  the  EPSDT  program  in  Illinois  (Medichek),  to 
develop  program  format  for  the  state  symposium. 

On  Friday,  January  25,  1974  a  statewide  conference,  sponsored  by  the  AMA 
and  the  Illinois  State  Medical  Society,  was  held  in  Chicago.  The  primary  purpose  of 
the  statewide  symposium  was  to  acquaint  health  care  providers  with  the  EPSDT 
program  (more  specificially  Medichek)  and  to  discuss  how  this  statewide  program 
could  best  be  implemented.  The  topics  discussed  during  this  seminar  were: 

1.  how  the  EPSDT  program  would  be  conducted  in  Illinois; 

2.  roles  and  responsibilities  of  the  Illinois  Departments  of  Public  Aid  and 
Public  Health  in  the  planning,  implementation,  and  operation  of  the 
program; 

3.  health  providers'  role  in  all  aspects  of  the  program; 

4.  method  of  reimbursement  for  the  provision  of  services;  and 

5.  data  collection,  analysis  and  dissemination. 

There  were  more  than  one  hundred  particpants  attending  this  informational 
symposium,  representing  the  American  Medical  Association,  Illinois  State  Medical 
Society,  Illinois  county  medical  societies,  state  specialty  associations,  state  public 
health  and  public  aid  departments,  consumer  organizations  and  others  concerned 
with  or  particularly  involved  in  the  screening  program. 

By  agreement  between  the  Illinois  Departments  of  Public  Aid  and  Public 
Health,  a  revised  statewide  EPSDT  program  was  to  begin  on  March  1,  1974. 
Representatives  participating  in  the  statewide  symposium  approved  the  concept  and 


intent  of  the  Early  and  Periodic  Screening,  Diagnosis  and  Treatment  amendment, 
but  were  unable  to  endorse  the  Illinois  Medichek  program  because  of  the 
discrepancies  and  inadequacy  of  reimbursement  for  services  provided.  The  usual, 
customary  and  reasonable  fee  reimbursement  has  not  been  incorporated  in  the 
Medichek  program  and  has  caused  considerable  controversy  among  individual 
providers  and  provider  organizations.  This  problem  continues  to  exist  and  is  one  of 
the  major  drawbacks  to  the  successful  implementation  of  the  EPSDT  program  in 
Illinois.  Reconciliation  of  the  problem  is  further  compounded  by  insufficient  funds 
and  resources  in  the  state  Departments  of  Public  Aid  and  Public  Health. 

The  following  concerns  were  expressed  by  a  majority  of  the  participants  during 
the  opening  session  of  the  program.  They  are: 

Lack  of  a  responsible  administrative  component  to  coordinate  all  aspects 
of  the  EPSDT  program  at  the  state  and  local  levels.  Because  of  a  number 
of  health  and  welfare  agency  and  other  professional  services,  there  is 
considerable  fragmentation  and  possible  duplication  of  services  to  the 
eligible  children.  This  is  evidenced  in  the  vision  and  hearing  programs 
which  are  required  for  all  school  children  in  Illinois,  and  are  the  primary 
responsibility  of  the  local  health  departments  under  contract  from  the 
Illinois  Department  of  Public  Health.  Confidentiality  requirements 
preclude  identification  of  the  Medicaid  eligibles  and  as  a  result  there  is  no 
means  of  incorporating  records  from  the  vision  and  hearing  tests  into  the 
total  EPSDT  program.  In  addition,  the  state  health  department  is 
responsible  for  screening  other  than  vision  and  hearing  testing  while  the 
State  Department  of  Public  Aid  is  held  responsible  for  the  provision  of 
diagnostic,  treatment,  and  follow-up  services.  The  state  health  depart- 
ment, by  agreement  with  the  State  Department  of  Public  Aid,  informs 
public  aid  of  adverse  test  results;  however,  there  is  no  assurity  that 
diagnostic  and  treatment  services  are  actually  provided. 

Nationally  the  EPSDT  program  was  developed  to  provide  comprehensive 
services  to  children  from  age  0  to  21 ;  however,  there  is  no  provision  in  the 
Illinois  state  EPSDT  program  requiring  that  birth  histories  be  obtained. 

There  is  little  provision  in  the  Illinois  state  program  for  adequately 
screening  mental  health  problems. 

There  is  no  provision  in  the  Illinois  state  EPSDT  program  for  payments 
for  mumps  vaccine,  as  lecommended  in  the  national  guidelines  and  by  the 
American  Academy  of  Pediatrics. 

The  Medichek  forms  require  considerable  information  irrelevant  to  the 
health    status    of   the    child    and    not    necessary    for    the    purposes   of 


examination.  There  are  potential  problems  inherent  in  the  requirements 
for  completion  of  forms.  The  instruction  manual  on  completing  the  form 
is  confusing  and  the  requirement  that  all  forms  must  be  completed  by  a 
number  2  (soft)  lead  pencil  will  likely  cause  many  rejected  forms  by  the 
optical  scanning  system,  thus  delaying  payment  for  several  months. 

Payment  to  health  care  providers  for  rendering  screening  services  does  npt 
incorporate  usual,  customary  and  reasonable  fee  reimbursement. 

In  response  to  these  concerns,  representatives  of  the  State  Department  of 
Public  Health  indicated  that  there  v^^as  little  possibility  of  changing  the  program  at 
this  point  in  time. 

After  the  general  discussion  period  in  which  participants  had  an  opportunity  to 
make  their  concerns  known,  an  overview  of  the  program  was  presented  and 
additional  time  was  provided  for  further  discussion  and  response.  Subsequent  to  the 
general  session,  the  participants  met  in  small  discussion  groups  charged  with  the 
responsibility  of  reviewing  the  recommendations  and  observations  made  at  the 
national  symposium  for  implementation  of  the  EPSDT  program  in  Illinois.  It  was 
anticipated  that  these  recommendations  from  the  discussion  groups  would:  elicit 
broad  provider  participation;  provide  means  for  effective  implementation  in  the 
state  of  Illinois;  and  provide  constructive  suggestions  for  modification  of  the  Illinois 
state  program.  The  recommendations  and  observations  made  by  the  state  provider 
groups  paralleled  the  recommendations  made  by  the  national  provider  organizations 
in  the  national  EPSDT  symposium.  In  addition  the  state  group  stressed  the  following 
areas  of  concern. 

Outreach 

The  participants  believed  that  identification,  outreach  and  follow-up  services 
were  the  most  difficult  aspect  of  providing  comprehensive  services  in  the  Illinois 
state  devised  program.  It  was  noted  that  outreach  efforts  in  the  state  of  Illinois  were 
to  be  performed  by  county  public  aid  departments.  The  participants  believed  that 
these  departments  should  work  closely  with  other  provider  groups  who  provide 
direct  and  indirect  services  in  an  effort  to  establish  a  completely  coordinated 
program. 

Health  Education 

The  representatives  attending  the  state  meeting  concurred  that  health  educa- 
tion was  an  extremely  necessary  and  important  aspect  of  the  Illinois  state  program. 
There  was  common  agreement  that  it  would  be  necessary  to  re-educate  recipients  as 
to  the  value  of  preventive  medicine,  which  would  hopefully  reduce  the  dependency 
on    crisis-oriented    medical   services.    It   was   further   stressed   that   providers   and 


outreach  workers  were  needed  to  provide  health  education  services  in  addition  to 
the  services  for  which  they  are  primarily  responsible.  General  health  education 
information  should  be  provided  by  outreach  workers  and  providers  should 
supplement  this  information  in  their  offices  in  addition  to  explaining  office  routine 
and  provider  expectations. 

Program  Implementation 

The  participants  attending  the  statewide  meeting  believed  that  screening, 
diagnosis  and  treatment  could  not  be  conducted  in  an  isolated  setting,  and  that  these 
services  should  be  coordinated  at  all  levels  to  insure  an  effective  program.  Their 
recommendations  concerning  program  implementation  were: 

There  should  be  one  individual  at  the  local  level  who  would  have  primary 
responsibility  for  assuring  that  the  eligible  child  receives  continuous, 
uninterrupted  screening,  diagnosis  and  treatment  services.  Local  medical 
societies,  or  Medichek  task  forces  established  at  the  local  level  should 
serve  as  a  focal  point  for  coordinating  all  services  necessary  to  make  the 
program  a  success. 

The  program  should  be  flexible  enough  to  utilize  a  variety  of  approaches 
based  on  individual  conditions  in  a  local  community.  Available  health 
resources  including  personnel,  transportation,  communications,  etc., 
should  be  determined  at  the  local  level  prior  to  implementation  of  the 
EPSDT  program.  Explicit  in  this  recommendation  is  the  understanding 
that  existing  resources  should  Be  drawn  upon  before  new  structures  or 
systems  are  established  to  provide  additional  resources. 

Screening  services,  when  possible,  should  be  provided  by  primary  care 
physicians  to  insure  continuity  of  services,  since  screening  often  dictates 
the  need  for  diagnosis  and  treatment. 

In  those  areas  where  there  is  not  adequate  physician  manpower  to  provide 
for  screening  services  in  a  patient-physician  setting,  it  will  be  necessary  to 
utilize  auxiliary  health  professionals  to  provide  screening  and  related 
services.  Auxiliary  services  provided  in  this  manner  should  be  coordinated 
by  and  under  the  supervision  of  a  physician. 

The  Illinois  state  EPSDT  program  (Medichek)  should  implement  the  usual, 
customary  and  reasonable  fee  system  of  reimbursement,  rather  than  the 
present  fixed  fee  schedule  which  is  opposed  by  the  Illinois  State  Medical 
Society.  One  of  the  dominant  concerns  expressed  by  the  consumer 
organizations  participating  in  the  state  meeting  was  that  if  high  quality 
services  were  to  be  provided,  then  providers  must  receive  equity  in 
payment  for  provision  of  these  services. 


10 


The  Committee  on  Health  Care  of  the  Poor  believed  that  the  representative^ 
participating  in  the  statewide  meeting  demonstrated  a  sincere  interest  in  attempting 
to  assist  in  the  implementation  of  the  Illinois  EPSDT  program.  It  became  readily 
apparent  to  the  Committee  that  the  recommendations  made  during  this  meeting 
could  have  and  should  have  been  solicited  at  an  earlier  date,  thus  enhancing  the 
possibilities  of  success  in  the  state  program. 


LOCAL  DEMONSTRATION  PROGRAM 

The  third  and  final  phase  of  the  contract  was  to  demonstrate  professional 
involvement  and  participation  in  planning  for  the  successful  integration  of  the  Early 
and  Periodic  Screening,  Diagnosis  and  Treatment  program  into  the  public  and 
private  sectors  of  the  health,  welfare  and  social  systems  available  in  a  selected  local 
area.  The  AMA  Committee  on  Health  Care  of  the  Poor,  upon  recommendation  of 
the  Illinois  State  Medical  Society's  EPSDT  Task  Force,  approved  a  proposal 
submitted  by  the  Will-Grundy  County  Medical  Society  to  implement  the  EPSDT 
program  in  Will  and  Grundy  Counties. 

The  two  counties  selected  for  the  local  demonstration  program  represent  both 
an  urban  and  rural  setting  similar  to  many  counties  throughout  the  nation.  The 
Committee  on  Health  Care  of  the  Poor  believed  that  the  successes  and  failures 
identified  in  the  planning,  implementation,  and  operation  of  the  EPSDT  program  in 
Will  and  Grundy  Counties  would  be  extremely  useful  to  others  involved  in  EPSDT 
programs  and  that  this  demonstration  program  might  serve  as  a  prototype  for  other 
areas  in  the  nation. 

According  to  the  1970  census  the  total  population  in  Will  County  is  249,498 
and  26,535  in  Grundy  County.  Seventy-two  percent  of  the  population  reside  in 
urban  areas  in  Will  County,  while  fifty-eight  percent  reside  in  rural  areas  in  Grundy 
County.  There  are  190  physicians  in  the  two-county  area  with  a  physician  to  patient 
ratio  of  1/1,432  in  Will  County  and  1/2,412  in  Grundy  County.  The  Illinois 
Department  of  Public  Health  estimates  that  there  are  6,600  Medicaid  eligible 
children  and  young  adults  in  Will  County  and  300  in  Grundy  County  that  would 
qualify  for  the  EPSDT  program. 

Early  in  February,  1974,  representatives  from  the  AMA  Committee  on  Health 
Care  of  the  Poor,  Illinois  State  Medical  Society  EPSDT  Task  Force,  Illinois 
Department  of  Public  Aid,  and  lUinois  Department  of  Public  Health  met  with  the 
Will-Grundy  County  Medical  Society's  Public  Health  and  Medical  Services  Com- 
mittee, who  had  accepted  the  working  responsibility  for  developing  the  demonstra- 
tion program.  The  purpose  of  this  meeting  was  to  determine  how  the  local  medical 
society  would  implement  the  EPSDT  program  in  Will-Grundy  Counties  as  well  as  to 
identify  the  physician's  role  in  the  program.    . 
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The  ultimate  aim  of  the  demonstration  program  as  perceived  by  the 
Will-Grundy  physicians  is  to  bring  all  children  eligible  for  EPSDT  services  into  an 
on-going  primary  health  care  system.  The  physicians  wanted  to  absorb  these  children 
into  the  private  sector  of  medical  care  and  treat  them  as  they  would  their  private 
patients.  It  was  hoped  that  through  this  program  each  patient  would  be  able  to  have 
"his  or  her  own  family  doctor." 

Following  is  a  summary  of  the  proposal  for  implementation  developed  and 
agreed  upon  by  the  participants  attending  the  February  meeting. 


EPSDT  (MEDICHEK)  PROJECT 

WILL-GRUNDY  COUNTY  MEDICAL  SOCIETY 

ILLINOIS  STATE  MEDICAL  SOCIETY 

AMERICAN  MEDICAL  ASSOCIATION 


Purpose 


To  demonstrate  professional  participation  in  planning  for  the  successful  integration 
of  the  Early  and  Periodic  Screening,  Diagnosis  and  Treatment  Program  (Medichek) 
for  Medicaid  (Public  Aid)  eligible  children  into  the  public  and  private  sectors  of  the 
health,  welfare  and  social  systems  in  Will  and  Grundy  Counties,  Illinois. 

Medichek  Program: 

In  Illinois  the  Medichek  Program  begins  on  March  1,  1974.  During  February 
physicians  accepting  Medicaid  patients  will  receive  a  Medichek  Procedures  and 
Policy  manual  and  information  on  the  application  procedure. 

The  Illinois  Department  of  Public  Aid  (IDPA)  has  contracted  with  the  Illinois 
Department  of  Public  Health  (IDPH)  to:  operate  the  medical  service  aspects  of  the 
Medichek  Program;  perform  certain  of  the  prescribed  laboratory  procedures;  provide 
immunization  materials;  approve  payment  for  services  rendered;  recommend 
certification  of  facilities/clinics  for  direct  payment;  and,  maintenance  of  data 
gathered  during  the  program.  Medichek  services  wUl  be  billed  on  a  special  claim  form 
that  is  mailed  to  the  IDPH. 

The  Illinois  Department  of  Public  Aid  (IDPA)  has  over-all  administrative  responsi- 
bilities for  Medichek.  The  IDPA  will  be  responsible  for:  case  finding;  payment  for 
additional  diagnostic  services;  and,  payment  for  curative  services  rendered;  any 
medical/ surgical  services. 
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ADMINISTRATIVE  OUTLINE 

Informational  Meetings: 

In  addition  to  committee  meetings  and  meetings  with  participating  agencies,  the 
following  meetings  will  be  held: 

1.  Primary  physicians/dentists  and  key  office  personnel  to  explain  programs. 

2.  Community  Action  Agency  an<l  Spanish  Center. 

3.  Social  and  Welfare  agencies. 

Case  Finding: 

From  March  1,  1974  to  June  1,  1974  outreach  should  be  initially  directed  to  the 
following  groups: 

1.  New  Medicaid  eligibles. 

2.  Eligibles  identified  at  the  next  physician/dentist  contact. 

3.  Eligibles  of  mothers  hospitalized  for  delivery. 

4.  Eligibles  identified  through  the  County  Health  Department's  Well-Baby 
Conferences  and  Immunization  Clinics. 

Other  eligibles  at  time  of  redetermination  will  be  identified  through  IDPA  and  IDPH 
information  programs  and  it  is  anticipated  that  they  will  be  integrated  into  the 
program. 

Eligibles  and  their  parents/guardians  will  be  made  aware  of  the  program  and  the 
prescribed  visits.  It  is  necessary  to  carry  on  an  on-going  informational  program.  The 
following  primary  case  finding  sources  currently  exist: 

1.  Physician/dental  offices 

a.  Inform  parent/guardian  of  eligibility  at  next  contact.  This  contact 
could  result  in  a  future  appointment. 

b.  Furnish  informational  brochure. 

2.  Departments  of  Public  Aid 

a.  Distribute  information  furnished  by  IDPA  and  IDPH  to  all  eligibles. 

b.  Distribute  to  new  eligibles  Will-Grundy  Project  information. 
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c.  Determine  if  Medichek  eligible,  at  contact  with  the  Department,  has 
a  family  physician  or  pediatrician.  If  no  physician,  have  parent/ 
guardian  contact  Medical  Society  for  referral. 

3.  Departments  of  Public  Health 

a.  Distribute  information  on  Will-Gundy  Project  at  next  contact. 

b.  Determine  if  Medichek  eligible  has  a  family  physician. 

c.  If  possible,  as  a  result  of  program  expansion,  schedule  appointment 
with  appropriate  Health  Department  program. 

4.  Foundation/Medical  Society  and  area  hospitals 

a.  Inform  mother  of  newborn  of  program. 

b.  Inform  mother  of  sibling  eligibility. 

c.  Coordinate  activities  of  Social  Services,  Nursing  Services,  and  HASP 
Coordinator  contacts. 

d.  Determine  if  parent/guardian  has  family  physician  or  pediatrician.  If 
none,  assign  physician  from  those  who  have  agreed  to  participate. 

Informational  Materials: 

In  addition  to  the  materials  from  the  Department  of  Public  Aid  and  Public  Health, 
the  following  additional  materials  are  needed: 

1.  Letter  to  physicians/ dentists  from  Foundation  outlining  pilot  project. 

2.  Brief  explanatory  brochure  outlining  services,  procedures,  and  Medichek/ 
Medicaid  relationship  for  physicians  and  dentists. 

3.  Explanatory   brochure/letter   outlining   program    for   social  and  welfare 
agencies. 

4.  Explanatory  brochure  or  insert  (bi-lingual)  for  parent/guardian  of  eligible. 

5.  Explanatory  brochure  or  insert  (bi-lingual)  for  mother  of  newborn. 

6.  Appropriate  referral  and  release-of-information  forms. 

Screening,  Diagnosis  and  Treatment: 

Screening  sites  during  the  initial  operational  months  must  be  limited  to  existing 
resources.  They  are: 

1.      Physician/Dentist  offices  (at  first  contact  after  March  1,  1974) 

a.  If  possible,  render  Medichek  services. 

b.  Inform  parent/guardian  of  sibling  eligibility. 
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c.  If  possible,  schedule  appointment  for  screening. 

d.  Schedule  treatment  visit  if  indicated. 

e.  Obtain  signed  release-of-information  form. 

f.  Forward   completed   Medichek   claim  form,  and  if  utilized,  IDPA 
claim  form,  to  Foundation. 

2.       Health  Departments  (if  current  programs  can  be  expanded) 

a.  Render  Medichek  services. 

b.  Inform  parent/guardian  of  sibling  eligibility. 

c.  if  possible,  schedule  further  screening  appointment. 

d.  Obtain  release-of-information  form. 

e.  if   indicated,    refer    to    Medical    Society    for   treatment   follow-up 
referral. 

f.  Forward  completed  Medichek  claim  form  to  Foundation. 

Because  of  inadequate  knowledge  of  the  numbers  of  eligibles  that  are  currently 
under  the  care  of  a  primary  physician,  it  is  the  Medical  Society/Foundation's  feeling 
that  no  group  screening  should  be  conducted  during  the  months  of  March,  April  and 
May. 

After  appropriate  evaluation  of  the  above,  at  this  time  considered  to  be  three 
months,  another  system  may  need  to  be  implemented.  An  example  of  a  potential 
program  is  as  follows: 

Eligibles  from  birth  to  3  years.  Screening  services  will  be  performed  in 
physicians'  offices,  if  necessary,  physicians  may  block  out  specific  time 
periods  and  coordinate  transportation  with  existing  service  agencies,  i.e., 
Time  -Bank,  Community  Action  Agency  and  Spanish  Center. 

Eligibles  from  3  years  to  14  years.  Screening  services  will  be  performed  on 
a  group  screening  basis  by  teams  of  physicans  working  in  conjunction  with 
existing  agencies,  i.e..  Departments  of  Public  Health,  Community  Action 
Agency,  and  Spanish  Center. 

Eligibles  from  15  years  to  21  years.  Potential  group  screening  by  internists 
and  family  practitioners  not  seeing  pediatric  patients  seems  appropriate. 

Data  Base: 

The  following  basic  information  would  be  collected  and  maintained  in  a  family  file: 

1.  Medichek  Claim  I  Screening  Form.  The  provider  of  the  service  would 
forward  this  form  to  the  Society/Foundation.  The  Society/Foundation 
would  make  a  copy  and  forward  the  original  to  the  Department  of  Public 
Health  for  payment. 
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2.  Public  Aid  Claim  Form.  The  provider  of  services  for  any  patient  requiring 
follow-up  care  under  the  Public  Aid  mechanism  v^ould  forward  the  claim 
form  to  the  Society/Foundation.  The  Society/Foundation  would  make  a 
copy  and  forward  the  original  to  the  Department  of  Public  Aid  for 
payment. 

Due  to  the  desirability  of  determining  capability  of  delivering  health  care 
services  to  the  entire  family,  it  would  be  advisable  to  have  the  Medical 
Society  collect  all  public  aid  claim  forms  and  maintain  total  family  history 
files.  These  records,  or  a  copy  of  same,  could  also  be  forwarded  to  a 
succeeding  physician. 

3.  Birth  History.  Provisions  for  obtaining  the  birth  history  have  not  been 
made.  This  essential  data  must  become  a  part  of  the  eligible  record.  A 
copy  of  this  history  must  be  forwarded  to  the  Society/Foundation  for  the 
family  history  file  and  for  forwarding  to  the  current,  succeeding,  or 
assigned  physician/dentist. 

4.  Vision  and  Hearing  Screening.  The  Department  of  Public  Health  will 
continue  the  Vision  and  Hearing  Test  program;  therefore,  it  is  not  a  part 
of  the  Medichek  Program.  It  is  advisable  to  notify  the  Society/Foundation 
of  all  persons  screened;  however,  from  a  practical  standpoint  reporting  of 
abnormal  findings  may  be  the  only  practical  possibility. 

5.  Laboratory  Results  Performed  Outside  the  Medichek  Program.  Abnormal 
results  should  be  reported  to  the  Society/Foundation. 

Record  Maintenance  and  Coordination: 

This    Medical    Society/Foundation    program    will    involve    the    following    major 
responsibilities: 

1.  Medical  Society  will  maintain: 

a.  Physician  assignment  lists  and/or  referral  lists. 

b.  Maintain  assignment  records. 

c.  Assume  responsibility  for  program  modification, 

2.  Foundation: 

a.  Will  receive  all  Medichek  and  Public  Aid  claim  forms. 

b.  Maintain  family  history  files. 

c.  Forward  copies  of  family  history  to  succeeding  (new)  physician. 

d.  Furnish  information  so  that  a  master  file  listing  of  those  eligibles  not 
receiving  services  can  be  developed. 

e.  Participate  in  outreach  and  follow-up  programs. 
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f.  Evaluate  effectiveness  of  program. 

g.  Develop  referral  files  for  special  problems. 

Program  Evaluation: 

The  following  will  be  evaluated: 

1.  Outreach  services. 

2.  Screening  sites. 

3.  Number  of  referrals. 

4.  Follow-up  services  and  need  for  additional  non-health  services. 

5.  Transportation  services. 

6.  Patient,  parent/ guardian  acceptance  including: 

a.  First  visit. 

b.  Follow-up  visits  or  services. 

7.  Willingness  of  the  professional  community  to  implement  EPSDT. 

8.  Number  of  Medicaid  eligible  individuals  who  are  receiving/not  receiving 
needed  services. 

It  will  be  necessary  to  (as  indicated  earlier): 

1.  Obtain  individual  release-of-information  forms  from  parent  or  guardian  so 
that  all  Medichek  and  Public  Aid  claim  forms  can  be  mailed  to  the 
Foundation/Society  office  prior  to  forwarding  to  the  appropriate  depart- 
ment for  payment. 

2.  Develop  family  claim  history  file. 

3.  Interchange  data  with  the  Department  of  Public  Aid. 
With  the  above  information  the  following  basic  data  will  be  available: 

1.  Number  of  eligibles  at  time  of  implementation.  (It  will  be  necessary  to 
utilize  dated  base  data.) 

2.  The  approximate  number  of  persons  referred  by,  or  entering  program,  as  a 
result  of  information  form: 
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a.  Illinois  Departments  of  Public  Aid  and  Public  Health. 

b.  County  Departments  of  Public  Aid  and  Public  Health. 

c.  Physician  and  Dental  offices. 

d.  Other  agencies. 

3.  Number  of  persons  receiving  services  through: 

a.  Physician  offices. 

b.  Dental  offices. 

c.  Health  Department  programs. 

4.  Number  of  persons  with  positive  screening  results  by  type. 

5.  Number  of  persons  obtaining  follow-up  services  and  where. 

6.  Number  of  persons  having  primary  care  physicians  and  dentists. 

7.  Number  of  family  members  receiving  or  requiring  medical  services. 

8.  Number  of  persons  requiring  services  other  than  health  services. 

9.  Number  of  written  and  type  of  responses  on  program  from  professionals 
and  consumers. 

Other  Services: 

So  that  Early  and  Periodic  Screening,  Diagnosis  and  Treatment  (Medichek)  services 
are  not  isolated,  it  is  necessary  to  develop  further  educational  materials  and 
programs.  It  is,  therefore,  suggested  that  a  special  meeting  be  held  to  develop: 

1.  An  informational  packet  of  health  education  materials  to  be  distributed 
with  Will-Grundy  Project  information.  Two  types  are  needed: 

a.  Newborn 

b.  General 

2.  A  referral  system  for  specific  health  education  programs,  i.e.,  nutrition, 
first  aid,  pre-natal,  etc. 

Agreements: 

Essential  to  the  successful  development  of  this  project  are  the  following  agreements: 

1.       Interchange  of  appropriate  information  between  all  parties  with  assurance 
of  maintaining  confidentiality  when  applicable. 
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2.  Notification  of  Medical  Society,  Foundation  and  local  Departments  of 
Public  Aid  of  abnormal  screening  results  for  patients  screened. 

3.  Consultation  with  the  Society/Foundation  prior  to  the  Illinois  Depart- 
ments of  Public  Health  and  Aid  certifying  an  outside  agency  or  clinic  as  a 
screening  site.  This  is  essential  to  control  of  referral  for  follow-up  services. 

4.  Accessibility  of  Medichek  and  Medicaid  claim  forms  for  use  by  appro- 
priate providers. 

Problem  Areas: 

As  a  result  of  AMA  national  conferences,  ISMS  conference,  and  Medical  Society/ 
Foundation  evaluation,  the  following  major  problems  have  been  identified  (some 
have  been  mentioned  in  the  above): 

1.  Case  finding  and  willingness  of  the  person  responsible  for  the  eligible  to 
obtain  the  services.  Follow-up  presents  the  same  problem. 

2.  Willingness  and  ability  to  deliver  services  by  the  physicians  and  dentists. 

3.  Adequacy  of  payment  for  services  rendered. 

4.  Difficulty  and  lack  of  standardization  of  claim  form. 

5.  Potential  for  completion  of  two  claim  forms  (Medichek  and  Public  Aid). 

6.  No  provisions  for  payment  for  mumps  vaccine.  (Provided  in  Will  County 
by  the  Department  of  Public  Health.) 

7.  Coordination  of  records/data  obtained  through  screening  outside  the 
provider's  office. 

8.  Dangers  inherent  in  screening  for  the  optional  sickle  cell  trait;  i.e., 
adequate  counseling,  future  availability  of  jobs  or  insurance  resulting  from 
lack  of  understanding  of  the  difference  between  trait  and  disease. 

9.  Lack  of  provision  for  obtaining  birth  history. 

10.  Adequacy  of  Department  of  Public  Aid  staff  to  perform  required  duties, 
let  alone  assume  Medichek  responsibility. 

11.  Coordination  of  entire  program. 
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Reports: 

The  following  agencies/ organizations  should  be  furnished  with  monthly  evaluations 
of  the  program's  progress: 

1.  American  Medical  Association 

2.  Illinois  State  Medical  Society 

3.  Illinois  Department  of  Public  Health 

4.  Illinois  Department  of  Public  Aid 

5.  County  Department(s)  of  Public  Health 

6.  County  Department(s)  of  PubHc  Aid 

7.  Comprehensive  Health  Planning  Council 

8.  Medical  Society  Committee(s)  and  Board(s) 

9.  Hospitals  (if  participating) 


The  Will-Grundy  County  Medical  Society  distributed  an  outline  of  its  EPSDT 
(Medichek)  Demonstration  Project  and  a  description  of  the  Medichek  Program  to  all 
physicians  in  Will  and  Grundy  Counties  in  February.  Subsequent  to  this  mailing  an 
informational  meeting  was  held  in  Joliet,  Illinois  on  March  14,  1974,  with  more  than 
one  hundred  people  in  attendance.  All  physicians  in  the  Will  and  Grundy  Counties 
were  invited.  Especially  urged  to  attend  were  all  family  practitioners,  pediatricians, 
internists,  and  obstetricians  and  gynecologists.  Also  invited  were  the  medical 
assistants  primarily  involved  with  the  preparation  of  Medicaid  forms  and  at  least  one 
person  from  each  physician's  office  responsibile  for  patient  appointment  and/or 
patient  care. 

The  demonstration  program  officially  began  on  April  1,  1974.  From  a  practical 
standpoint  it  is  too  early  to  evaluate  progress  in  the  program;  however,  as  of  June 
18,  1974  only  76  claim  forms  were  received  in  the  Medical  Society  office.  Late 
distribution  of  Medichek  forms  by  the  Illinois  State  Department  of  Public  Health 
and  inadequate  staff  to  conduct  on-site  instructional  sessions  with  primary 
physicians  and  their  staff  on  the  demonstration  project,  appear  to  be  the  primary 
reasons  for  the  limited  progress. 
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On  June  19,  1974  members  of  the  AMA  Committee  on  Health  Care  of  the  Poor 
met  with  the  Will-Grundy  County  physicians  in  Joliet,  Illinois  to  discuss  the  progress 
of  the  demonstration  program  and  the  Society's  interest  in  applying  for  HEW 
supplemental  funds  to  continue  the  demonstration  program.  Following  are  the 
questions  posed  by  the  Committee  on  Health  Care  of  the  Poor  and  a  summation  of 
the  responses  provided. 

Do  you  feel  that  you  have  been  able  to  accomplish  as  much  as  your  efforts  warrant? 

Considerable  time  has  been  spent  in  planning  and  organization.  This  tooling  up 
process  has  required  more  time  and  work  than  initially  envisioned;  however,  the 
fruits  of  these  early  efforts  are  now  beginning  to  show  progress  and  hopefully  the 
work  that  has  been  done  in  organization  and  planning  will  not  have  to  be  duplicated. 
The  potential  for  success  in  this  program  does  exist.  There  are  approximately  2,500 
active  Aid  to  Needy  Families  with  Children  (ANFC)  accounts.  It  is  estimated  that 
one-third  of  the  ANFC  patients  were  receiving  some  type  of  medical  care  prior  to 
the  EPSDT  program.  Now  that  the  program  is  implemented,  it  is  anticipated  that 
approximately  75%  of  these  active  accounts  will  be  screened  in  the  next  three  to 
four  months.  The  program  in  Will-Grundy  will  potentially  reach  6,900  ANFC 
children  who,  without  this  program,  would  not  normally  receive  this  type  of 
preventive  screening. 

Have  you  had  cooperation  from  all  segments  of  federal,  state  and  local  government, 
also  all  health  departments?  If  not,  can  you  outline  for  us  your  difficulties? 

The  first  thing  we  were  made  aware  of  with  this  program  is  the  fact  that  there 
was  no  plan  in  the  EPSDT  law  for  coordination  of  agency  relationships.  The 
Will-Grundy  program  has  received  much  attention  and  cooperation  from  both  the 
state  and  local  departments  of  public  aid.  However,  there  has  not  been  complete 
cooperation  from  the  health  department,  especially  at  the  state  level.  The  health 
department  in  WUl-Grundy  is  conducting  well-baby  conferences.  When  the  county 
medical  society  contacted  them  concerning  the  EPSDT  program  it  was  learned  that 
approximately  50%  of  the  children  attending  the  well-baby  conferences  were  under 
a  physician's  care.  The  health  department  encourages  parents  to  bring  the  children 
to  their  conferences.  The  well-baby  clinics  have  resulted  in  wasteful  duplication  of 
services  because  of  the  vaccine  program  which  has  no  cross-reference  of  records  to 
the  Medichek  program.  In  essence,  the  care  for  these  children  was  becoming  more 
fragmented  because  they  were  not  periodically  seen  by  their  physicians.  However 
the  physicians,  because  of  their  identification  with  the  children,  were  still  required 
to  make  emergency  visits  at  the  hospital.  The  people  wanted  a  doctor  that  they 
could  call  their  own  and  did  not  wish  to  utilize  clinics  even  though  they  were 
encouraged  to  do  so  by  the  health  department.  It  was  hoped  that  these  discrepancies 
would  be  resolved  as  the  program  began  to  take  shape. 
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Has  there  been  any  obstruction  placed  in  your  path  or  has  bureaucracy  slowed  your 
program  or  increased  your  difficulties? 

Because  of  the  rush  to  implement  the  EPSDT  program  in  lUinois,  there  was 
considerable  confusion  as  it  related  to  the  program  and  many  things  were  done 
which  directly  antagonized  physicians.  Had  the  Departments  of  Public  Health  and 
Public  Aid  sent  letters  to  providers  explaining  the  program  and  its  intent,  this 
original  antagonism  may  not  have  occurred.  The  intent  of  the  law  was  not 
completely  being  carried  out  by  the  Illinois  Department  of  Public  Health  since  they 
were  primarily  concerned  with  screening  rather  than  diagnosis  and  treatment.  There 
was  a  prevailing  attitude  among  some  of  the  staff  of  the  Illinois  Department  of 
Public  Health  that  if  the  physicians  did  not  cooperate  the  health  department  would 
do  the  screening  anyway.  There  was  little  emphasis  on  diagnosis  and  treatment  since 
this  was  the  responsibility  of  the  Ilhnois  Department  of  Public  Welfare.  The 
Department  of  Public  Health  should  make  some  attempt  to  assure  that  the  people 
screened  receive  diagnostic  and  treatment  services,  rather  than  referring  case 
positives  to  the  Department  of  Public  Aid  without  any  evidence  of  follow-up. 

The  claim  form  utilized  by  the  Medichek  program  is  weak  in  disign  and  method 
of  completion  and  there  was  considerable  confusion,  as  it  related  to  the  instruction 
handbook,  on  how  to  complete  these  forms  and  periodicity  of  screening  the 
children.  Overall  ability  to  develop  adequate  referral  and  follow-up  systems  remains 
questionable.  If  treatment  is  given  during  the  time  of  initial  screening,  a  second 
claim  form  is  required  and  much  of  the  information  contained  in  the  screening  form 
is  duplicated  in  this  second  form.  Screening  for  vision  and  hearing  problems  is  not 
coordinated  with  the  overall  EPSDT  program,  which  makes  this  aspect  of  a 
comprehensive  program  difficult  if  not  impossible. 

How  many  children  have  you  examined  and  what  is  your  capacity  once  you  are  fully 
organized? 

i 
1 

In  two  and  a  half  months  of  operation  our  program  has  processed  a  total  of  76 
Medichek  forms,  of  which  three  were  dental  forms.  With  additional  administrative, 
clerical  and  outreach  help  we  can  examine  all  children  eligible  in  our  designated  area. 
We  estimate  this  to  be  6,900  children.  This  task  will  require  the  utmost  in  physician 
cooperation  together  with  the  aforementioned  administrative  help.  Control  of  intake 
remains  important,  as  an  overly  aggressive  outreach  could  inundate  the  program. 
With  additional  help  both  intake  and  efficiency  in  examining  the  children  can  be 
improved. 

How  have  you  arranged  to  perform  these  examinations— by  private  practitioners  in 
their  offices  or  in  clinics  or  groups? 

The  entire  program  is  conducted  by  private  practitioners  with  the  exception  of 
the  hearing  tests  which  are  conducted  by  the  Will  County  Health  Department.  The 
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patient  receives  the  same  treatment  and  handling  as  any  private  patient  except  for 
the  billing  procedures  which,  of  course,  go  to  the  Illinois  Department  of  Public  Aid. 
Mass  examinations  are  avoided  because  our  approach  is  and  should  be  to  absorb 
patients  into  the  private  sector  of  medical  care.  We  want  to  treat  these  people  like 
our  private  patients.  That  is  why  this  program  is  unique.  It  may  not  work  in  a  big 
city  or  in  a  small  town  where  there  is  insufficient  manpower. 

How  much  time  is  allotted  for  an  examination;  can  this  time  be  reduced  or  should  it 
be  increased?  For  example,  how  many  man  hours  of  a  physician's  time  is  required 
for  the  examinations  often  children? 

Fifteen  minutes  have  been  allotted  for  an  examination.  This  can  probably  be 
decreased  to  ten  minutes  or  even  less.  An  efficient  physician  can  examine  ten 
children  in  a  two-hour  period,  except  in  instances  where  major  pathology  is 
detected,  in  which  case  considerably  more  time  will  be  expended. 

Have  you  been  able  to  arrange  a  proper  referral  system  for  follow-up  for  treatment 
where  needed?  Have  you  had  any  difficulties? 

Referrals  have  been  minimal  as  yet,  since  the  program  is  in  the  early  stages.  The 
referral  system  will  follow  the  physician's  normal  practice  patterns.  We  anticipate  no 
major  problem.  This  is  based  on  our  present  referral  system  with  Medicaid  patients. 

Have  you  had  any  cooperation  from  the  parents  and  children? 

Cooperation  from  parents  is  less  than  ideal,  and  the  rate  of  missed 
appointments  is  quite  high,  resulting  in  disruption  of  the  physician's  schedule.  This 
program  is  a  unique  experience  for  many  of  these  people.  One  of  the  biggest 
problems  is  that  for  every  one  medical  patient  the  doctor  sees,  he  will  get  a  call  in 
the  emergency  room  because  his  patient  needs  care.  Patients  do  not  call  the  office 
but  continue  to  use  the  emergency  room  of  the  hospital.  The  doctor  must  let  the 
mother  know  how  his  office  works,  so  that  she  will  be  aware  that  the  doctor's 
office,  and  not  the  emergency  room,  is  the  place  to  seek  primary  care  for  her  child. 
Rather  than  following  the  pattern  of  crisis  medicine,  the  emphasis  should  be  shifted 
to  preventive  care. 

How  have  you  secured  the  patients  for  examination?  How  many  phone  calls  do  you 
have  to  make  to  get  a  child  in  for  an  examination?  How  many  house  visits  have  your 
personnel  made  to  get  these  patients  in  for  an  examination? 

Patients  have  been  secured  chiefly  through  referral  of  new  eligibles  by  the 
County  Departments  of  Public  Aid  and  by  referral  of  newborns  by  the  hospital 
social  service  departments.  Further  staffing  is  required  to  implement  an  aggressive 
outreach  program  to  bring  all  eligible  children  into  the  system. 
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Telephone  calls  are  sometimes  uncountable.  Our  referral  system  may  be  unique 
but  understaffed  and  sorely  taxed.  It  works  as  follows:  The  Medicaid  recipient  is 
referred  to  the  county  medical  society  for  assignment  of  a  physician  for  the  eligible 
child  (referral  is  by  Department  of  Public  Aid,  Department  of  Public  Health, 
Community  Action  Agency,  etc.).  When  the  recipient  contacts  the  medical  society, 
the  medical  society  then  makes  the  assigriment  of  a  physician  from  among  those 
physicians  participating  in  the  program,  and  notifies  both  the  physician  and  the 
recipient  of  this  assignment.  This  letter  of  notification  instructs  the  recipient  to  call 
the  physician's  office  for  an  appointment.  Much  clerical  and  secretarial  effort  has 
been  expended. 

We  are  unable  to  make  house  visits  with  our  present  staffing.  This  will  be  an 
important  outreach  resource,  if  possible,  to  expand  our  existing  staff. 

What  has  been  the  attitude  of  the  parents  and  patients  toward  the  local  doctor? 

Some  physicians  report  a  demanding  attitude  on  the  part  of  the  parent.  This  is 
not  the  behavioral  norm.  With  parental  and  patient  education,  hopefully  practice 
patterns  will  remain  usual  and  customary. 

Are  you  at  the  stage  where  you  can  give  us  any  idea  as  to  the  size  of  the  problem  ? 

There  is  an  estimated  6,900  eligible  children  in  Will  and  Grundy  Counties.  We 
believe  many  of  these  children  are  already  in  the  system  under  existing  Medicaid 
practices.  The  problem,  therefore,  is  definable  and  we  believe  amendable  to  solution. 
Additional  staffing  is  mandatory  to  achieve  this  goal.  We  have  a  good  start  but  a 
skeletal  organization,  and  the  desire  and  willingness  to  proceed  given  the 
administrative  staffing  necessary  to  do  so. 

Have  you  any  idea  as  to  whether  your  particular  approach  could  be  used  on  a 
national  basis? 

There  are  hundreds  of  counties  in  the  United  States  which  are  similar  to  ours. 
The  elements  of  our  procedures  are  applicable  to  these  similar  communities  and  the 
deficiencies  that  we  have  discovered  in  the  program  are  universally  applicable.  Our 
experience  with  the  various  elements  of  the  program,  problems  of  outreach,  parental 
education,  and  physician  recruitment  and  involvement  are  all  applicable  on  a 
national  scene. 

Now  that  you  have  experienced  the  tooling  up  process,  do  you  think  the  next  time 
would  be  easier  and  require  less  time  and  effort?  And  what  are  your  suggestions? 

The  next  time  would  definitely  be  easier  and  require  less  time  and  effort.  Our 
suggestions  are:    1)  modify  the  form;  2)  supply  adequate  staffing  for  intake;  3) 
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expend  much  effort  in  physician  education  and  recruitment;  4)  concentrate  on 
parental  education;  5)  review  the  fee  schedule;  and  6)  most  importantly,  avoid  mass 
screenings  and  keep  the  program  in  the  private  sector  of  medicine. 

Do  you  think  the  suggested  stipend  for  the  examination  is  sufficient  to  properly 
recompense  staff  and  doctors  for  their  time  and  effort  so  as  to  allow  proper  time  for 
examinations? 

No.  We  feel  the  usual  and  customary  fee  should  be  allowed  for  these 
examinations.  In  our  community  this  is  $8-$  10  for  the  children  for  whom  a  routine 
examination  is  performed.  More  is  charged  for  a  consultation.  This  fee  is  exclusive  of 
immunizations  and  laboratory  work,  and  is  based  on  the  fact  that  the  physician's 
overhead  reduces  his  net  by  one-third  to  one-half.  The  physician  is  entitled  to 
adequate  recompense,  particularly  when  he  is  treating  and  handling  these  patients  as 
he  would  his  other  private  patients. 

To  your  knowledge,  has  any  eligible  child  been  refused  services? 

To  our  knowledge,  no  child  has  been  refused  services  under  the  Medichek 
program  and  the  physicians  in  Will  and  Grundy  Counties  have  agreed  to  continue 
their  participation  in  the  program. 

What  has  been  the  overall  attitude  of  the  consumers?  Do  they  appear  to  be  satisfied, 
or  is  it  too  early  to  form  an  opinion?  Have  they  had  any  suggestions? 

It  is  too  early  to  form  an  opinion.  Parental  apathy  remains  unchanged  and 
parents  prefer  to  practice  crisis  medicine.  Education  of  parents  remains  a  large 
problem.  In  general,  parents  are  satisfied  with  the  program. 

Have  you  had  any  difficulty  with  forms,  computer  throwbacks,  delays  in  paying  the 
bills,  etc.  ? 

Almost  without  fail  the  forms,  as  completed  in  the  physicians'  offices,  have 
errors.  We  have  detected  these  because  they  are  mailed  to  our  central  office  at  the 
Medical  Society  where  corrections  are  made,  and  they  are  then  forwarded  to  the 
Illinois  Department  of  Public  Aid.  It  is  too  early  to  tell  if  there  will  be  delays  in 
paying  the  bills.  Initial  assurances  of  the  Illinois  Department  of  Public  Aid  of  their 
prompt  attention  to  payment  are  on  record  from  our  initial  conferences. 

Have  you  been  able  to  develop  a  simplified  form  acceptable  to  government? 

We  favor  the  AMA  Council  on  Medical  Service  Universal  Claim  Form,  which  is 
in  common  use  in  our  community.  We  realize  that  this  form  cannot  be  computer 
programmed  in  the  State  of  Illinois  at  this  time.  We  can  and  will  develop  a  simpler 
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form  but  require  permission  to  proceed  with  this.  The  present  form  is  unduly 
attentive  to  data,  irrelevant  to  health  status  and  neglectful  of  the  purpose  of  the 
examination.  Permission  is  necessary  before  we  can  proceed  with  the  development 
of  a  form  that  is  much  simpler,  capable  of  computerization  and  relevant  to  the 
health  of  the  examinee. 

Do  you  believe  the  experiment  has  gone  far  enough,  that  you  can  really  form  a 
definite  opinion  as  to  the  efficiency,  value  and  acceptability,  cost  and  chance  of 
success,  or  do  you  believe  it  should  continue  for  another  period  of  time?  . 

We  have  tooled  up  and  merely  scratched  the  surface.  This  program  can,  with 
some  of  the  modifications  expressed  previously  and  together  with  additional 
staffing,  be  successful  and  serve  as  a  model  in  other  communities  similar  to  ours.  We 
have  no  illusions  that  our  complete  program  is  applicable  in  inner-city  areas,  but 
believe  elements  and  the  philosophic  approach  is  applicable.  We  need  much  more 
time  together  with  the  software  to  accomplish  the  stated  goals. 

Is  the  child  being  looked  at  as  a  whole  or  just  one  more  case  of  a  disease? 

The  child  is  being  looked  at  as  a  whole. 


Because  of  the  interest  and  willingness  of  the  Will-Grundy  County  medical 
Society  to  continue  the  local  EPSDT  Demonstration  Project  and  the  informational 
data  which  would  be  gained  from  continuing  the  program,  the  AMA  Committee  on 
Health  Care  of  the  Poor  requested  supplemental  funding  from  HEW  to  continue  the 
pilot  program.  A  supplemental  contract  was  negotiated  between  AMA  and  HEW  on 
June  28,  1974  (see  Appendix  F),  and  subsequent  reports  will  be  submitted  to  HEW 
per  contractual  agreement. 


CONCLUSION 

The  American  Medical  Association's  Committee  on  Health  Care  of  the  Poor  has 
endorsed  and  does  support  the  principles  contained  in  the  Early  and  Periodic 
Screening,  Diagnosis  and  Treatment  amendment  of  Title  19  (Medicaid)  of  the  Social 
Security  Act.  The  Committee  firmly  believes  that  the  EPSDT  program  has  the 
potential  of  delivering  comprehensive  health  care  services  to  the  nation's  Medicaid 
eligible  children,  provided  there  is  adequate  health  professional  and  consumer 
involvement  in  the  program,  as  well  as  a  strong  commitment  from  federal  and  state 
government  to  implement  the  program.  The  Committee  on  Health  Care  of  the  Poor 
affirms  the  many  recommendations  to  improve  the  EPSDT  program  contained  in 
this  report  and  strongly  urges  that  they  receive  highest  priority  and  immediate 
implementation  to  assure  future  success  of  the  program. 
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STATEMENT  ON  HEALTH  OUTREACH 


The  concept  of  health  outreach  has  gained  wide  acceptance  by  a  number 
of  community  health  programs  throughout  the  nation's  rural  and  urban  poverty 
areas.   The  outreach  worker  (known  by  many  titles,  such  as  health  aide, 
health  advocate,  community  aide,  community  representative,  health  agent, 
family  health  worker,  health  street  worker,  and  ombudsman)  is  generally  a 
resident  of  the  area  served  and  is  employed  to  (1)  bridge  the  cultural  gap 
between  patients,  professional  staff,  and  the  community,  (2)  improve  com- 
munications between  these  groups,  and  (3)  assist  in  the  effective  delivery 
of  health  care  to  patients  and  their  families.   The  outreach  worker  is  an 
important  component  of  the  health  care  team. 

Health  outreach  workers  usually  work  under  the  supervision  and  coordi- 
nation of  a  professional  staff  member  of  the  health  team.   They  are  being 
trained  to  perform  a  variety  of  activities  based  upon  their  capabilities  and 
the  existing  needs  of  the  community.   Some  of  these  activities  are:   (a) 
providing  information  on  health  and  health-related  problems  including  case 
finding  in  the  community ;  (b)  informing  the  community  residents  of  available 
medical  and  health  services;  (c)  assisting  in  the  development  and  use  of 
health  educational  materials  in  language  and  cultural  context  that  is  under- 
stood and  accepted  by  the  people ;  (d)  helping  to  demonstrate  how  to  prepare 
and  serve  nutritious  meals  using  acceptable  and  economical  foods;  (e)  assist- 
ing the  patient  in  following  the  therapeutic  regime  recommended;  (f)  alerting 
the  professional  staff  to  family  health  or  health-related  problems ;  (g)  con- 
ducting follow-up  visits  in  homes;  and  (h)  participating  in  community  and 
health  care  team  discussions. 

At  the  1971  Clinical  Convention,  the  House  of  Delegates  adopted  Council 
on  Medical  Service  Report  B  entitled  "Community  Health  Delivery  Programs." 
This  report  was  prepared  as  a  result  of  the  task  force  site  visits  by  the 
Committee  on  Community  Health  Care  to  more  than  30  different  community  health 
programs.   The  observations  regarding  outreach  workers  were: 

"Community  health  workers  were  utilized  in  all  but  four 
programs  although  they  were  known  by  a  range  of  titles, 
such  as  health  agents,  family  workers,  and  outreach 
workers.   These  allied  health  personnel  served  as  paid 
staff  members  of  the  center  and  performed  many  functions, 
including  health  education,  direct  patient  care,  and 
patient  assistance,  such  as  getting  the  patient  to  and 
from  the  center  and  the  hospital  and  in  patient  follow- 
up.   One  of  their  most  important  functions  was  serving 
as  "ombudsman"  or  the  primary  interface  in  relating  the 
health  program  to  the  community  and  the  community  to 
the  health  program.   When  well  organized,  this  function 
was  observed  to  make  some  programs  more  successful  than 
others  from  the  standpoint  of  community  use  and  acceptance. 
The  development  and  use  of  the  health  outreach  concept 
has  been  one  of  the  most  significant  and  meaningful  as- 
pects of  community  health  programs.   Besides  expediting 


the  flow  of  people  into  the  health  care  delivery 
system,  it  has  provided  opportunities  for  jobs  and 
career  progression  and  given  these  workers  a  sense 
of  participation  and  involvement  in  their  program. 
In  addition,  it  has  contributed  to  the  overall 
economic  upgrading  of  the  individual  residents  of 
the  total  community . 

The  report  also  concluded  that  one  of  the  key  elements  to  successful 
community  health  programs  was  the  "utilization  of  the  health  care  team 
approach,  including  full  use  of  community  outreach  workers." 

The  Council  on  Medical  Service  and  its  Committee  on  Health  Care  of 
the  Poor  and  Committee  on  Community  Health  Care  believe  there  are  a  number 
of  sound  reasons  that  justify  the  utilization  of  outreach  workers,  partic- 
ularly in  poverty  areas.   Among  the  reasons  are  that  the  use  of  outreach 
workers:   (1)  tends  to  enhance  professional  standards  of  practice  since 
such  personnel  can  free  physicians,  nurses,  dentists,  and  other  health  pro- 
fessionals to  better  utilize  the  time  for  which  they  are  trained  and  extend 
the  scope  of  services  to  a  larger  patient  population;  (2)  provides  an  addi- 
tional source  of  manpower  to  meet  community  needs,  especially  in  those  areas 
where  there  is  a  shortage  of  professional  health  staff;  (3)  obviates  many 
of  the  traditional  problems  of  understanding  and  communication  in  getting 
health  services  to  those  in  need;  (4)  assists  the  professional  staff  in 
becoming  more  responsive  and  accountable  to  the  community  served;  and  (5) 
provides  meaningful  jobs  and,  as  a  result,  benefits  the  community  eco- 
nomically and  socially . 

To  improve  community  acceptance  of  health  programs  and  access  to  health 
care  services,  the  Council  on  Medical  Service  submits  the  following  recom- 
mendations : 

1.  The  AMA  and  state  and  local  medical  societies  should 
encourage  use  of  health  outreach  personnel  in  all 
appropriate  community  health  care  delivery  settings. 

2.  The  AMA  should  gather  data  concerning  more  effective 
utilization  of  outreach  workers.   This  should  include 
evaluation  of  existing  training  programs  and  sub- 
sequent recommendations  for  improvements. 

3.  The  AMA  should  institute  educational  activities  for 
physicians  and  other  health  professionals  concerning 
the  utilization  of  outreach  workers. 
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APPENDIX  C 


Summary  Statement  and  Recommendations 
from  National  Symposium 


SUMMARY  STATEMENT  AND  RECOMMENDATIONS 


National  Symposium 

Professional  Health  Provider  Participation  in 
Early  and  Periodic  Screening,  Diagnosis  and  Treatment 


AMERICAN  MEDICAL  ASSOCIATION 
COUNCIL  ON  MEDICAL  SERVICE 
COMMITTEE  ON  HEALTH  CARE  OF  THE  POOR 


CHICAGO,  ILLINOIS 
OCTOBER    1973 


The  American  Medical  Association's  Committee  on  Health  Care 
of  the  Poor  endorsed  and  supported  the  principles  contained  in  the 
Early  and  Periodic  Screening,  Diagnosis,  and  Treatment  (EPSDT) 
amendment  to  Title  19  (Medicaid)  of  the  Social  Security  Act  during  a 
National  Symposium  of  Professional  Health  Provider  Participation  in 
EPSDT  sponsored  by  the  AMA  on  October  26-27,  1973,  in  Chicago, 
Illinois.  This  amendment  requires  all  states  participating  in  the  Title 
19  program  to  deliver  continuing,  unfragmented,  preventive  and  cura- 
tive health  services  to  all  medicaid-eligible  children.  During  the  Na- 
tional Symposium,  the  Committee  found  a  consensus  of  opinion  among 
the  100  participants  representing  national  medical  organizations  and 
health  provider  groups  that  EPSDT  be  endorsed  and  supported  as  an 
important  program  delivering  comprehensive  health  care  services 
for  10-13  million  eligible  children. 

Among  the  recommendations  of  the  participants,  the  following  re- 
ceived primary  emphasis: 


1.  All  state  and  local  EPSDT  administrators  should  seek  the 
full  cooperation  and  participation  of  health  care  providers 
through  their  appropriate  professional  societies  and  spe- 
ciality organizations  in  the  planning,  implementation,  oper- 
ation and  evaluation  of  this  program. 

2.  State  and  local  Medical  Societies  and  specialty  organiza- 
ations  should  actively  seek  involvement  with  EPSDT  agen- 
cies in  their  locales  in  an  effort  to  provide  their  expertise 
and  services  as  needed.  Also,  these  professional  organiza- 
tions should  inform  and  encourage  their  membership  to 
participate  in  this  program. 

3.  Provider  and  consumer  involvement  must  be  recognized  as 
essential  to  maximum  success  of  the  EPSDT  program. 

4.  Active  and  aggressive  health  education  and  outreach  pro- 
grams for  both  providers  and  consumers  should  be  incor- 
porated as  vital  components  of  the  EPSDT  program. 

5.  To  the  extent  that  fiscal  and  other  constraints  at  the  state 
level  limit  the  establishment  of  this  comprehensive  health 
health  care  program  for  children,  provider  organizations 
and  consumer  groups  should  seek  the  involvement  and  un- 


derstanding  of  state  legislators  in  order  that  they  can  be- 
come sufficiently  responsive  to  the  EPSDT  program. 

6.  That  every  effort  be  made  to  encourage  the  Federal  Govern- 
ment to  provide  funds  for  new  and  innovative  approaches  for 
screening,  diagnosis  and  treatment. 

The  complete  list  of  recommendations  developed  during  the  two- 
day  national  symposium  will  be  identified  in  a  future  report  of  the 
AMA  Committee  on  Health  Care  of  the  Poor. 

National  organizations  represented  at  this  meeting  included: 

1.  American  Academy  of  Child  Psychiatry 

2.  American  Academy  of  Family  Physicians 

3.  American  Academy  of  Ophthalmology  and 
Otolaryngology 

4.  American  Academy  of  Pediatrics 

5.  American  Association  of  Maternal  and  Child  Health 

6.  American  Association  of  Ophthalmology 

7.  American  College  of  Obstetricians  and  Gynecologists 

8.  American  College  of  Physicians 

9.  American  College  of  Preventive  Medicine 

10.  American  Council  of  Otolaryngology 

11.  American  Dental  Association 

12.  American  Medical  Association 

13.  American  Medical  Women's  Association 

14.  American  Nursing  Association 

15.  American  Optometric  Association 

16.  American  School  Health  Association 

17.  American  Society  of  Dentistry  for  Children 

18.  American  Society  of  Internal  Medicine 

19.  American  Speech  and  Hearing  Association 

20.  Association  of  American  Medical  Colleges 

21.  National  Association  of  Social  Workers,  Inc. 

22.  National  Dental  Association 

23.  National  League  for  Nursing 

24.  National  Medical  Association 

25.  Student  American  Medical  Association 

26.  Student  National  Medical  Association 

27.  Social  and  Rehabilitation  Service  -  DHEW 

28.  Medical  Services  Administration  -  SRS  -  DHEW 
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Program  for  Statewide  Meeting 


onference  Sponsors 

inois  State  Medical  Society  --  EPSDT  Task  Force 

nerican  Medical  Association  —  Committee  on  Health  Care  of  the  Poor 

vitees 

Dunty  Medical  Societies  —  Illinois 

jgional  Representatives  of  Pediatric  Coordinating  Council 

EDICHEK's  on-going  demonstration  projects 

inois  Regions  -  American  College  of  Physicians 

inois  Chapter  of  American  Academy  of  Pediatrics 

inois  Academy  of  Family  Physicians 

inois  Association  of  Ophthalmology 

istrict  VI  -  American  College  of  Obstetricians  and  Gynecologists 

inois  Society  of  Internal  Medicine 

inois  Optometric  Association 

inois  Association  for  Maternal  and  Child  Health 

inois  Dental  Association 

inois  Society  of  Dentistry  for  Children 

inois  Department  of  Public  Instruction 

inois  Department  of  Public  Aid 

inois  Department  of  Public  Health 


atewide   Conference 
on 

MEDICHEK 
(EPSDT*) 


Friday,  January  25, 1974 

Hyatt  Regency  O'Hare  Hotel 
Chicago,  Illinois 


V  and  Periodic  Screening,  Diagnosis  and  Treatment 


EPSDT  (MEDICHEK)  CONFERENCE 


8:30  a.m.   Rogistratlon 

9:00  a.m.   Conference  Objectives 

Lawrence  Hirsch,  M.D.,  Chairman 

Task  Force  on  Early  and  Periodic  Screening, 

Diagnosis  and  Treatment 
Illinois  State  Medical  Society 

What  is  EPSDT  and  tlie  Physician's  Role? 

William  B.  Rawls,  M.D. 

Committee  on  Health  Care  of  the  Poor 

American  Medical  Association 

EPSDT  =  MEDICHEK  in  Illinois 

Joyce  C.  Lashof,  M.D.,  Director 
Illinois  Department  of  Public  Health 

Here's  How  IMEDICHEK  Worits 

Wesley  J.  Duiker,  Chief 

MEDICHEK  Program 

Illinois  Department  of  Public  Health 

Medical  Components  of  EPSDT 

Elsie  M.  Tytla.  M.D. 

Maternal  and  Child  Health  Consultant 

Washington,  D.C. 

Community  Involvement 

Ms.  Ruby  Mabry,  President 
Illinois  Welfare  Rights  Organization 

Ms.  Uldme  Kuri,  Chairman 

Northside  Coalition  -  Welfare  Rights  Organization 

Physician  Payment  and  Record  Keeping  under  MEDICHEK 

Mr.  J.  M.  Kilbreth,  Supervisor 
Medical  Payments  Section 
Illinois  Department  of  Public  Aid 

Results  of  MEDICHEK  Demonstration  Projects 

James  Paulissen,  M.D.,  M.P.H.,  Program  Chief 

Division  of  Family  Health 

Illinois  Department  of  Public  Health 

Reactor  Panel 

Charles  Jannings,  M.D.,  Fairfield 
Edward  DuVivier,  M.D.,  Alton 
Henrietta  Herbolsheimer,  M.D.,  Chicago 

Questions  and  Answers 

Luncheon  (Guests  of  AMA) 

Regional  Workshops 

Conferees  will  be  assigned  according  to 
geographic  areas.  Task  Force  members  will 
serve  as  discussion  leaders  and  State  MEDICHEK 
staff  will  be  available  as  resource  persons. 

Reconvene  General  Session 

Workshop  Recommendations 

5:00  p.m.  Adjourliment 


